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Statement of Licensure Violations (1 of 4):

350.620a)
350.1210b)

- 350.2700d)2)

Section 350.620 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility which shall be formulated with the
involvement of the administrator, The policies
shall be available to the staff, residents and the
public. These written policies shall be followed in
operating the facility.

Sec_:tion 350.1210 Health Services

The facility shall provide all services necessary to
maintain each resident in good physical health.
These services include, but are not limited to, the
following:

b) Nursing services to provide immediate
supervision of the health needs of each resident
by a registered professional nurse or a licensed
practical nurse, or the equivalent.

Section 350.2700 General Building Requirements

d) Doors and Windows
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2) All exterior doors shall be equipped with a
signal that will alert the staff if a patient leaves the
building. Any exterior door that is supervised
during certain periods may have a disconnect
device for part-time use. If there is constant
twenty-four (24) hour a day supervision of the
-door, a signal is not required.

These requirements are not met as evidenced by:

Based on observation, record review and
interview, the facility failed to implement their
policy to prevent neglect when they failed to:

- Put safeguards in place for 1 of 1 individual with’
elopement behaviors (R1).

-Ensure the IDT (inter-Disciplinary Team)
develops and implements preventative measures
for elopement behaviors {(R1).

- Ensure nursing is notified and an assessment
was completed on 1 of 1 individual who eloped
from the facility (R1).

- To report an incident of Elopement to the lilinois
Department of Public Health (IDPH) for 1 of 1
individual in the sample (R1) who eloped from the
facility.

Findings include:

The facility's policy titled "Abuse and Neglect
Program", dated November 10, 2016, documents,
“Neglect” as - "failure to provide goods and/or
services necessary to avoid physical harm,
mental anguish or mental illness.”

Facility protocol titled "Levels of Supervision"
(undated) documents, "General Supervision: All
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staff is responsible for the CARE; WELFARE;
SAFETY & SECURITY, for all residents this
facility serves. It is your responsibility to know
where the residents are that you are assigned to
and what they are doing. It is also staff
responsibility to ensure that their rights and
dignity are upheld, and they are free from abuse
and neglect. Close Monitoring: This includes ali
of the above as well as keeping the resident
whereabouts knawn at all times. The resident
may move about independently, but staff will
monitor through direct observation at a minimum
every 15 minutes. (documentation may be
assigned) Visual Monitoring: This includes all of
the above as well as keeping the residents
whereabouts known at all times. The resident
needs to be within the direct view of a DSP,
during waking hours......... "

The 6/20/21 Individual Service Plan (ISP)
identifies R1 as a 61-year-old female with
diagnosis of Profound Intellectual Disability. The
5/20/21 I1SP notes R1 has behaviors of attempting
to leave the designated area, non-compliance,
anxiety and SIB (Self Injurious Behaviors).

R1's 5/20/21 ISP documents, "The
Interdisciplinary Team assessed and determined |
should continue with 24-hour continuous
supervision..,. The team agrees that | need level
5 level supervision: indicating regular personal
care and/or close supervision."

The Behavior Management Program (BMP)
dated 3/17/22 verifies R1 has a program for

-Attempting to leave the designated area, defined

as attempting to or leaving the area without
notifying staff, non-compliance, anxiety and SIB.
R1's BMP further documents, “... at any time R1
accesses the outdoors staff should visually
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